factory results. Headaches, giddiness and discomfort in the throat, a triad of symptoms apt to suggest a non-organic basis for these complaints, have invariably been relieved. One case of unusual interest, a man aged 50 with eight years' history of recurrent pain in the neck due to a lesion of the sixth-seventh disc, had typical tennis-elbow at the time of operation. Grafting of the disc and decompression of the sensitive root resulted in immediate and lasting relief from the elbow pain. An unsatisfactory outcome in the 3 cases mentioned was due to deterioration in discs other than those grafted. Decompression of nerve roots without grafting, performed in 2 cases, did not prove an entirely satisfactory procedure.
suggest a non-organic basis for these complaints, have invariably been relieved. One case of unusual interest, a man aged 50 with eight years' history of recurrent pain in the neck due to a lesion of the sixth-seventh disc, had typical tennis-elbow at the time of operation. Grafting of the disc and decompression of the sensitive root resulted in immediate and lasting relief from the elbow pain. An unsatisfactory outcome in the 3 cases mentioned was due to deterioration in discs other than those grafted. Decompression of nerve roots without grafting, performed in 2 cases, did not prove an entirely satisfactory procedure.
Acrylic inlays (Knight 1959) were inserted in a few recent cases. The first of these operations, performed eighteen months ago, concerned a woman of 50 with pain and instability at three consecutive discs. Giddiness was a prominent feature of her case. The marked and sustained improvement following operation encouraged further trials of the method, but more time must lapse before the results can be fairly assessed. Early benefit of varying degree has been a feature of all these acrylic inlays.
A posterior approach to the lamine was used throughout, a firm wool collar providing adequate support in the immediate post-operative period. Patients sit out of bed on the first day, are encouraged to take a few early steps and are ambulant in the ward by the end of a week. A plaster collar, applied after removal of the stitches, is worn for three months. A few of the earlier cases remained recumbent for the first two weeks, but the regime was abandoned following the death of a patient from embolism on the sixteenth day. With the exception of this one misfortune there were no complications and all the grafts have been successful. Fatigue fractures in the bones of the lower limbs are a familiar phenomenon in the young, and Singer & Maudsley (1954) and Burrows (1940 Burrows ( , 1948 and.others have reported their occurrence in older age groups. The 3 cases recorded are of very old women who suffered complete fractures -of tibia and fibula as they walked on level ground and without severe trauma; they should complete the range of ages in which this lesion can occur.
They were respectively 101, 85 and 77 years old. All had suffered from rheumatoid arthritis and had flexion deformities in the knee-joints. Only the third and youngest had had any steroid therapy; she had been given prednisolone 5 mg twice daily for one year.
Each patient developed an aching pain in the shin, for three weeks, nine days and six weeks respectively, before the sudden onset of severe pain as she walked, which marked the developmnent of complete fractures.
It is argued that these are fatigue fractures from the history of aching pain preceding the apparently spontaneous development of complete fractures and suggested that they are produced by the stress of continued weight-bearing with a flexed knee-joint and that their relative completeness compared with such fractures in younger people is due to the senile loss of cancellous bone and the osteomalacia of disuse. The characteristics of fatigue fractures in younger age groups have been fully described, but it is unlikely that senile bones will respond in the same way to a similar situation and we must not look for the hair-line crack and excessive callus of childhood.
Bone, as semi-rigid material, will be liable to fatigue fracture when subjected to a series of bending stresses at one point, and the variable factors are the deforming stress and the fatigue limit of the bone. In these cases the knee deformities prevent the tibia from bearing weight in its long axis and cause the deforming stress, while the fatigue limit of the bone is reduced by the changes due to old age, limited activity and possibly rheumatoid arthritis.
In the discussion which followed this paper several cases of such spontaneous fracture in old age were recalled and in every case the patient had suffered from rheumatoid arthritis, although it was not necessarily active at the time of the fracture and none had had any steroid therapy. The possibility that rheumatoid arthritis causes some more or less permanent change in bone which reduces its fatigue limit must therefore be considered. If this were so, the fractures which complicate steroid therapy may sometimes be due to this combination of deformity with a reduced fatigue limit and made more probable by the increased artivity which follows the suppression of the symptoms by the steroid.
